Professional boundaries of nursing staff in secure mental health services: the impact of interpersonal style and attitude towards coercion
INTRODUCTION
Clinicians practicing within secure services are required to balance the competing agendas of care and security. This process involves promoting a therapeutic approach whilst also containing and safeguarding against risk; thus reflecting the dual (and sometimes competing) roles of clinicians working within forensic psychiatric settings (Hamilton, 2010) . Relational security is one proposed way to balance these needs for the client. Relational security is a rich understanding of the client and their environment that is able to inform the care and management of that client. This thorough understanding of the client's needs and behaviour, and a sound relationship with the client, can act as a form of security if it is based on a professional, therapeutic and purposeful relationship with limits in line with professional boundaries (Department of Health, 2010) .
Professional boundaries are the parameters that define appropriate behaviour in a relationship with a client (Gutheil & Brodsky, 2008) . Clinical practice should be monitored to safeguard against staff and clients being exploited and to ensure that a balance between security and care is achieved. Consistent boundaries are needed within clinical relationships to provide the context for recovery (Moore, 2012) . The literature explores how relationship boundaries may change and distinguishes between boundary movements that can contribute to a violation (Gutheil & Gabbard, 1993) . Even though clients may try to shift relational boundaries (for instance through making inappropriate requests of staff or asking personal questions), it is the responsibility of the clinician to appropriately manage their professional boundaries in line with the guidance given within their professional codes of conduct and organisational policies (Gutheil & Brodsky, 2008) .
Clinical policies often emphasise the role of a client's behaviour to inform boundary management, while the clinician's role in the interaction has received little attention. The literature on the other hand emphasises that the nature of the interaction should be considered mutually in terms of both the client and clinician's contribution (Daffern et al., 2010) . Therefore, exploring the clinician's role in the interaction is pertinent when considering professional boundaries. Hamilton (2010) proposed the Boundary Seesaw Model that proposes three main relational boundary styles; Controller, Pacifier and Negotiator. The Controller style is characterised by emotional distance, controlling behaviours, concern with risk management and the possible possession of negative views about the care and treatment of clients. Controllers have rigid and inflexible boundaries. The Pacifier style reflects a placatory, over-accepting, self-sacrificing, emotionally close and over-involved relational style that is focused on the client's needs. Pacifiers have flexible boundaries with a permissive view of risk. The Negotiator style is characterised by a balance between containment and openness. Negotiators are responsive to the client's needs through flexible boundaries but have explicit limits. According to Hamilton (2010) , the different boundary styles are on a continuum, with the balanced Negotiator style being optimal and lying between Controller and Pacifier. Boundary style may periodically shift (seesaw) to the Controller or Pacifier sides of the continuum and require rebalancing with appropriate boundary management. If boundaries are not managed and rebalanced, boundary violations could occur (Gutheil & Gabbard, 1993; Hamilton, 2010) .
Some research has explored the vulnerabilities of clinicians that may contribute to the crossing of professional boundaries, such as insufficient training, inadequate practice, lapse of judgement and social and cultural conditioning (Gutheil & Gabbard, 1993; Norris, Gutheil & Strasburger, 2003) . Hamilton (2010) also outlined how an individual's working style and professional conduct develops through their personal experiences, scripts and beliefs. Daffern et al. (2010) support this finding as they recommend that limit setting (boundary) styles with clients should consider the interpersonal style of the client and interpersonal behaviour of staff. There is little empirical research into the interpersonal style of nursing staff and its possible influence on boundary management because the focus has been on the client's style within the interaction; however Interpersonal Theory (Kiesler, 1983) can be applied to further understand this concept.
Interpersonal Theory considers an interaction between two individuals as a product of the characteristics that each individual brings to that interaction, and the reaction that is each evokes in the other (Kiesler, 1983) . This is known as the concept of 'complementarity'. Complementarity refers to the extent to which the interacting individual styles 'fit' with each other (Tracey, 2005) and how these behaviours and non-verbal communication govern the exchanges within interactions (Sullivan, 1953; Carson, 1969; Kiesler, 1996) . The theory suggests there are two core dimensions of interpersonal interactions that can influence the 'fit' of styles, namely Control (dominance/submission) and Affiliation (friendliness/hostility) (Leary, 1957) . To achieve complementarity there may be a 'push and pull' felt within the interaction when positions of complementarity are being established.
As individuals, we seek to manoeuvre other individuals to complement our interpersonal style and to reinforce the position we offer in the interaction (Kiesler & Auerbach, 2003) . For instance, friendliness pulls for friendliness and hostility pulls for hostility on the Affiliation dimension, whilst on the Control dimension, dominance pulls for submission and submission pulls for dominance. If the complementary reaction is not elicited during the interaction, an individual's anxiety level may increase and subsequently influence their interaction (Tracey, 2005; Daffern et al., 2010) . In forensic populations, studies have found that clients are commonly characterised by a hostile, hostile-dominant or dominant interpersonal style (Daffern et al., 2010) . Thus, for instance, if a client within a forensic setting presents with a hostile interpersonal style then this may draw out hostility from the nursing staff. If the nurse does not respond in a hostile manner, then this response will conflict with the client's expectations of reciprocated hostility. This inconsistency in expectations may increase anxiety within the client who may then escalate behaviour to increase the pull for hostility from the staff. It is, therefore, important for staff to acknowledge the impact of a client's interpersonal style on them and how it may influence their reactions (Daffern, Day & Cookson, 2012) . Daffern et al. (2010) highlighted that nursing staff's reaction to an interaction is driven by their preferred interpersonal style, suggesting for example that a client's dominant-hostile interpersonal style may elicit a passive response from staff with a submissive interpersonal style, but hostility from staff with a more dominant interpersonal style. Research has found that when nursing staff responded to hostility with a dominant response (e.g. intimidation, restraint or seclusion), this appeared to be due to staff's perceived loss of power or limited self-efficacy to manage the situation (Drach-Zahavy, Goldblatt, Granot, Hirschmann & Kostintski, 2012) . This approach may indicate an attitude supportive of coercion (that is, an acceptance of enforcement and control, rather than persuasion, as a means of influencing client behaviour). In addition, Daffern, Howells and Ogloff (2006) found that dominant behaviours from staff, such as demands for client activity or denial of client requests, preceded acts of aggression in secure psychiatric services. The evidence suggests that procoercion attitudes may be associated with a dominant interpersonal style and may affect an individual's boundary management style by potentially shifting to the Controller side of the Boundary Seesaw Model (Hamilton, 2010) . The implications of these findings are pertinent in that the interpersonal style of staff members and their attitude towards coercion could influence their professional boundaries. There is limited research into the submissive interpersonal style of nursing staff, but owing to the characteristics of such a style it could be hypothesised that this style is linked to permissive behaviour, an anti-coercion attitude (i.e. an attitude that coercion is harmful to clients) and a shift towards the Pacifier side of the Boundary Seesaw Model (Hamilton, 2010) .
The concept of interpersonal rigidity can further aid the understanding of shifts in professional boundaries. Interpersonal rigidity is an inability to adapt one's behaviour in different situations or an over use of one set of behaviours regardless of the situation or social norms (Tracey, 2005) . In interpersonal situations, individuals with a rigid interpersonal style may act in a narrow range of behaviour and struggle to adapt their behaviour to that of the other individuals within the interaction. Thus, complementarity may be low and productivity of the relationship may be in jeopardy. This may be the case with nursing staff and clients within the context of secure care. The opposite of rigidity is flexibility, which in terms of interpersonal behaviour may reflect the Negotiator boundary management style. Individuals who adopt this balanced and flexible style may adapt to the context and situation to manage relationships more effectively without engaging in any boundary shifts. 1. A dominant interpersonal style, an attitude that coercive behaviour is justified (procoercion) and engagement in boundary shift behaviours will predict the Controller boundary management style. 2. A submissive interpersonal style, an attitude that coercion is harmful (anti-coercion) and engagement in boundary shift behaviours will predict the Pacifier boundary management style. 3. A friendly (pro-social), adaptive interpersonal style, a pragmatic attitude towards coercion (according to treatment need) and limited engagement in boundary shift behaviours will predict a Negotiator boundary management style.
METHOD

Design & Participants
A within participant design examined the relationship between a nursing staff's boundary management style and their interpersonal style, attitude towards coercion and their engagement in boundary crossing behaviours. Sixty-three participants completed the study, 34 males and 29 females, between the ages of 26-63 (mean = 48.4, SD = 8.0). Participants were nursing staff at a mental health trust in the North West of England that operated high secure, medium secure and low secure forensic mental health units, as well as community mental health services. All participants were recruited via internal email. This email contained information regarding the study and a URL link to a questionnaire hosted on a secure online survey site. Sixty one percent of the sample worked in the high secure service, 32% from medium secure and 7% from the low secure service.
Materials
The Staff Attitude to Coercion Scale (SACS, Husum, Finset & Ruud, 2008) explored staff views of coercion in three different areas; coercion as a treatment need (negative approach of coercion is justified; pro-coercion), coercion as harmful to the client (coercion is not justified; anti-coercion), and coercion as security and care (coercion-pragmatic). The measure comprised 15 items scored on a 5-point likert scale ranging from 'strongly disagree' to 'strongly agree'. A high score reflects agreement with that particular attitude towards coercion. The measure has medium to high reliability (Cronbach's Alpha = 0.78) with the reliability of subscales ranging from 0.69 to 0.73 (Husum et al., 2008) . (IIP-32, Horowitz, Alden, Wiggins & Pincus, 2000) explores an individual's most salient interpersonal difficulties based on the interpersonal control and affiliation circumplex. The individual subscales are domineering/controlling, selfcentred, cold/distant, socially inhibited, non-assertive, overly accommodating, self-sacrificing and intrusive/needy. Low scores within these areas indicate a friendly, pro-social and optimal interpersonal style. Each of the 32 items is rated on a 5-point likert scale from 'not at all' to 'extremely', which reflects how hard the participant finds doing things with others and things that they do too much of. The measure has high reliability (Cronbach's Alpha = 0.93) with the scales ranging from medium to high reliability (0.68 to 0.87) (Horowitz et al., 2000) . Owing to issues of statistical power, the subscales could not be used individually and so the subscales were summed to create two subscales; a Dominant and a Submissive interpersonal style. The higher the score, the stronger the interpersonal style. These subscales were reversed and summated to generate a score for a prosocial and adaptive interpersonal style.
Inventory of Interpersonal Problems
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The higher the score on this scale, the more healthy, warm and assertive the interpersonal style to be able to appropriately connect and interact with others.
Boundary Management Vignettes were created based upon the Boundary Seesaw Model styles of Controller, Negotiator or Pacifier (Hamilton, 2010) . Participants were asked to read six vignettes (see Appendix 1) where each vignette presented a situation with a client where a boundary violation could occur. Each vignette also presented three alternative responses that mapped onto the three different boundary management styles. Participants were asked to rate how much they agreed with each response to the vignette on a 7-point likert scale ranging from 'strongly agree' to 'strongly disagree'. A small pilot study (n=7) trialling the vignettes ensured consistency and face validity. Ultimately, all scores for each of the three types of response (Controller, Negotiator and Pacifier ) may be summated to produce an overall score for that subscales with a higher score reflecting more agreement with that approach to boundary management.
A 23-item self-report list of Boundary Crossing Behaviours was constructed based on behaviours outlined within practice to be deemed a boundary crossing (see Appendix 2) . The information regarding practice based crossings was gathered from discussions with clinical staff and from the training package on the management of professional boundaries. Participants were asked to endorse whether they had engaged in any of the behaviours using a 5-point likert scale ranging from not at all to usually/frequently. The responses were summated to produce an overall score. The higher the total score, the more frequent their engagement in behaviours associated with boundary crossings.
Procedure
The study was granted ethical approval by the Research Ethics Committee at the University of Central Lancashire. Participants were selected for the study if they were ward based health care assistants or nurses and were recruited via internal email. Within the email, participants were informed about the study and provided with a link to an online questionnaire. The online questionnaire provided information regarding the study via an information sheet to enable participants to provide informed consent. As the study was online, participants were asked to tick to confirm they understood a number of statements to ensure consent was provided. Within the information sheet, participants were informed about confidentiality and their right to withdraw. Participants were then directed to complete the four measures and were debriefed after completion.
RESULTS
The data was screened for missing values, normality and the necessary parametric assumptions. The missing values were addressed via mean replacement. The mean replacement was calculated using the appropriate subscale to be representative of the concept the missing item intended to measure. The data had a non-normal distribution and log transformations were explored in an attempt to increase normality. However, this was unsuccessful, as normality was improved yet the results did not alter. It was decided to utilise the original data for analysis to avoid potentially changing the concepts explored through transformation of the data (Tabachnick & Fidell, 2014) . The means and standard deviations for each variable were explored. Table 1 outlines the means and standard deviations for the criterion and predictor variables.
From exploration of the means, the predominant attitude towards coercion for the group overall was coercion-pragmatic (i.e. a pragmatic attitude that coercion is needed for care and security). The interpersonal style subscales suggest the group as a whole were higher in a Submissive interpersonal style and the boundary management style subscales indicated an overall group preference for a Negotiator style.
The relationships between the variables were explored. Table 2 shows the correlational relationships between these variables. There were significant relationships between the criterion variable of boundary management style and the predictor variables. The Controller boundary management style was positively correlated with a pro-coercion attitude and, interestingly, was also positively correlated with the Pacifier boundary management style. The Negotiator boundary management style was positively correlated with a coercionpragmatic attitude, an anti-coercion attitude and boundary crossing behaviours. A Pacifier boundary management style was positively correlated with a pro-coercion attitude, Submissive interpersonal style and negatively correlated with boundary crossing behaviours. Significant positive relationships were also found between boundary crossing behaviours and anti-coercion and coercion-pragmatic attitudes. In addition, the Dominant, Submissive and Pro-social interpersonal styles all correlated significantly with each other.
In line with a theory driven approach, analysis was conducted on the variables expected to have a relationship within the theory. Three simultaneous multiple entry regression analyses were conducted to explore the relative contribution and independent associations of the predictor variables of interpersonal style, attitude towards coercion and engagement in boundary crossing behaviours on an individual's boundary management style. Table 3 , the model of the Controller boundary management style as predicted by Dominant interpersonal style, pro-coercion attitudes and engagement in boundary crossing behaviours was not significant, F(3, 59) = 1.94, MSE = 3.81, p = 0.13. None of the predictors within the model individually significantly predicted a controller boundary management style. Table 4 , the model of the Pacifier boundary management style as predicted by Submissive interpersonal style, anti-coercion attitudes and engagement in boundary crossing behaviours was significant, F(3, 59) = 2.73, MSE = 3.86, p = 0.05. The predictors together explained 12% of the variance in the Pacifier boundary management style scores. A significant contribution was made to the model by Submissive interpersonal style, t = 2.30, p = 0.03, β = 0.29, suggesting that an increase in this predictor by one standard deviation would result in an increase in Pacifier style scores by 29% of a standard deviation. Boundary crossing behaviour also significantly predicted a Pacifier style, t = -2.11, p = 0.03, β = -0.27, suggesting that an increase in this predictor by one standard deviation would result in a reduction in Pacifier style scores by 27% of a standard deviation. An attitude that coercion is harmful was not independently associated, t = 0.41, p = 0.63, β = 0.06.
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The model of the Negotiator boundary management style as predicted by Pro-social interpersonal style, a coercion-pragmatic attitude and engagement in boundary crossing behaviours, was significant, F (3,59) = 3.43, MSE = 4.06, p = 0.02. The predictors together explained 15% of the variance in the Negotiator style scores. A significant contribution was made to the model by coercion-pragmatic attitudes, t = 2.62, p = 0.01, β = 0.33, suggesting that an increase in this predictor by one standard deviation would result in an increase in Negotiator style scores by 33% of a standard deviation. A pro-social interpersonal style, t = -0.13, p = 0.89, β = -0.02) and boundary crossing behaviour, t = 1.04, p = 0.30, β = 0.13, were not independently associated.
DISCUSSION
The study aimed to explore, among nursing staff within secure mental health services, whether an individual's interpersonal style, their attitude towards coercion and their engagement in self-reported boundary crossing behaviours affected their boundary management style. The models for Pacifier and Negotiator boundary management styles were significant while these factors were not found to significantly influence the model for Controller boundary management style.
The results found that scores for the Controller boundary management style were not predicted by Dominant interpersonal style, pro-coercion attitudes and engagement in boundary crossing behaviours and so these findings do not provide support for the theory and literature suggesting a relationship between these variables (Drach-Zahavy et al., 2012; Daffern, Howells & Ogloff, 2006; Hamilton, 2010; Kiesler, 1983) . Dominant interpersonal style and boundary crossing behaviours were self-reported within the overall sample, yet no relationships were found in relation to a Controller style. Interestingly, the greater the Controller style, the stronger the pro-coercion attitude. However, this relationship was nonsignificant within the regression model. It is therefore suggested that these factors cannot adequately explain this boundary management approach and there may be other factors that drive a Controller boundary management style that are not captured in this model (Gutheil & Gabbard, 1993; Norris, Gutheil & Strasburger, 2003) .
Noteworthy is the finding that the Controller boundary management style positively correlated with the Pacifier boundary management style. This finding supports Hamilton's (2010) Boundary Seesaw Model because both styles represent difficulties in maintaining boundaries. This relationship could potentially reflect a tendency for nursing staff to switch between controlling and permissive styles of boundary management.
The hypothesis that a Submissive interpersonal style, anti-coercion attitude and engagement in boundary crossing behaviours would predict Pacifier boundary management style scores was supported by the data. Submissive interpersonal style and engagement in boundary crossing behaviours were both significant predictors within the model. This finding contributes new information to the evidence base. In respect of studies finding that clients in secure care tend to have a hostile-dominant interpersonal style (Daffern et al., 2010) and the notion of complementarity within Interpersonal Theory, it may be that there is a 'pull' for submission from nursing staff's interaction with the clients (Kiesler, 1983 (Kiesler, , 1996 Kiesler & Auerbach, 2003) . As Daffern et al. (2012) noted, it is important for staff to acknowledge the impact of a clients' interpersonal style on their own reactions. It is therefore of particular clinical importance for staff to be aware if they have a Submissive interpersonal style in order not to be too permissive in their boundary management style. This is especially important if there is interpersonal rigidity within their style or their client's interpersonal style, because this could result in boundary violations (Tracey, 2005; Hamilton, 2010) and ineffective relational security (Department of Health, 2010) .
Contrary to expectations, the findings indicated that the greater the Pacifier boundary management style, the greater the pro-coercion attitude rather than anti-coercion attitude as was predicted. A potential explanation of this finding is that those with a Submissive interpersonal style and boundary crossing behaviours who engage in a Pacifier management style may experience a loss of control and power in situations. With this loss of control, staff may need to resort to the use of coercion to manage the situation and reinstate their professional boundaries (Drach-Zahavy et al., 2012) . Thus, nursing staff with a Pacifier style may potentially be forced to switch to a Controller style in such instances and it is noteworthy that there was a positive relationship between scores on the Controller and Pacifier boundary management styles. This explanation is speculative but if correct, then the implications for clinical practice are important in terms of nursing staff's boundary management, their promotion of therapeutic relationships and recovery with clients, and potential negative cultural working systems.
The findings suggest a pro-social interpersonal style, a coercion-pragmatic attitude and engagement in boundary crossing behaviours predicted scores on the Negotiator boundary management style. However, it is noteworthy that the only significant predictor in the model was a coercion-pragmatic attitude, an attitude that is wholly consistent with the Negotiator style. In this instance, interpersonal style of the individual staff member is less important that their attitude that care and security should be balanced through promoting a therapeutic approach with limits, which is reflective of the dual approach to care within secure services (Hamilton, 2010) .
Overall, the findings suggest that interpersonal style and attitude towards coercion may influence use of Pacifier and Negotiator boundary management styles. However, it is also important to note that there may be other contributing factors to explain these relationships as these factors did not fully explain all the relationships within the model and additional relationships were found regardless of boundary management style. For instance, boundary crossing behaviours related to an increase in Submissive and Pro-social interpersonal styles, coercion-pragmatic attitudes and anti-coercion attitudes. The evidence base suggests other individual factors within nursing staff may influence the nature of their interactions and professional boundaries with clients, such as their personal experiences, scripts and beliefs (Daffern et al., 2010; Hamilton, 2010) and external factors, such as inadequate training, or social and cultural factors (Gutheil & Gabbard, 1993; Norris et al., 2003) . Thus, interpersonal style, attitudes towards coercion and boundary crossing behaviours, as indicated by theory, only go so far in explaining boundary management styles and further exploration of individual factors would extend our understanding professional boundary management.
Limitations and future research
A limitation of the study is potentially the methods used to test the concepts of boundary management styles and boundary crossing behaviours. The boundary management style vignettes were trialled within the research team and the boundary crossing behaviour checklist was made in partnership with the clinical lead regarding practice based evidence within the Trust. However, they are not validated measures. Thus, it may be that the boundary management constructs and boundary crossing behaviours are not adequately represented. In addition, the limited sample size recruited may have affected the relationships found. Even though there was adequate power for the calculations (power = 0.7), there was still a 30% chance of missing an effect between variables. Furthermore, due to limits in normality, the findings are unable to be generalised to the wider nursing population, however future research with an increased sample size and refined methodology may produce more generalisable results. In addition, the exploration of other relevant and contributing factors could further increase the understanding of the model.
Conclusion
We have shown that interpersonal style is a significant driver of the way in which nursing staff manage professional boundaries with clients, and staff would benefit from an awareness of how their own interpersonal style influences their clinical practise. It is clear form our data that a submissive interpersonal style is strongly linked to permissive boundary management, and staff with such an interpersonal style should be particularly aware of maintaining appropriate boundaries. These data also suggest that the Controller and Pacifier boundary management styles appear to go hand in hand, and some staff may seesaw between two approaches depending on their level of control. An awareness of this may promote the likelihood of a more consciously considered and consistent approach in handling boundaries with clients. Our data also suggest that the main driver for the Negotiator boundary management style is the presence of a pragmatic attitude to coercive practice; that is, a pragmatic view that coercion (and restrictive practice) is neither positive nor desirable but is sometimes necessary in order to maintain safety and security. However attitudes are malleable, and given that the Negotiator style is seen as the optimal approach to boundary management, it may be that staff training to develop and inspire more coercion-pragmatic attitudes may be beneficial to the development of healthier boundary management styles in staff. Note. n = 63. CI = Confidence Intervals. R 2 = 0.09, Adjusted R 2 = 0.04. Note. n = 63. CI = Confidence Intervals. R 2 = 0.15, Adjusted R 2 = 0.11. * p ≤ .05
